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ABSTRACT 
Cardinal characteristics of typical anorexia nervosa were compared 
to characteristics of three children who exhibited features of atypical 
anorexia nervosa, who were subsequently diagnosed with physical disorders 
to which the anorexia was secondary. The differences between the 
characteristics of typical and atypical anorectics were used to provide 
diagnostic information that would assist in making or reinforcing the 
diagnosis of atypical anorexia nervosa. The data about the children was 
collected by reviewing their hospital records. Several indices were 
identified to use as differential diagnostic tools when evaluating 
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alleviate the pain and suffering of their patients. In order to 
accomplish this goal, effective treatment interventions must be 
incorporated readily. The commencement of effective treatment is 
dependent upon complete and accurate diagnosis. This requires that the 
professional gather sufficient data to formulate a comprehensive 
diagnosis. Some illnesses present clear clinical evidence facilitating 
quick and easy diagnosis. Other illnesses, however, are much more complex 
and diagnosing them becomes a difficult process. An initial diagnosis may 
be given based on available clinical information. As new information 
emerges, additional clinical investigation may be indicated. It is 
essential to keep abreast of new clinical data and be open to changing a 
diagnosis if necessary, as it is the basis for treatment. 
Individuals with anorexia nervosa can be difficult to diagnose, as 
there are several schools of thought as to what constitutes definitive 
diagnostic criteria. Criteria have been developed that differentiate 
primary anorexia nervosa from secondary anorexia nervosa. King (1963) 
conducted a detailed study of 21 females with symptoms of anorexia 
nervosa. He divided them into two groups according to the motivational 
character of their anorexia. The single criterion was whether or not food 
refusal was in itself a source of pleasure. The subjects who exhibited 
pleasure in food refusal were assigned to the primary group, those who 
endured but did not enjoy food refusal were assigned to the secondary 
group. 
According to King's study, the distinquishing characteristics of the 
primary anorexia nervosa included: females between 14 and 21 years old 
whose weight loss was due to a relentless pursuit of thinness. Their body 
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images were distorted to delusional proportions resulting in complete 
denial of emaciation. Characteristics of secondary anorexia nervosa 
included females between 13 and 56 years old whose weight loss was a 
result of other physical or psychological illness, such as hysterical 
vomiting or a primary affective disorder. 
Reports exist in which patients were initially diagnosed with 
primary anorexia nervosa, but the discovery of subsequent pathophysiology 
led to a diagnosis of secondary or atypical anorexia nervosa. The 
diagnostic process for these patients was very challenging. 
Unfortunately, for some, the diagnosis was only clearly understood in 
retrospect. By reviewing the literature regarding atypical cases of 
anorexia nervosa and the charts of three children that presented these 
diagnostic challenges, this paper defines several parameters which need 
to be fully evaluated when treating people for anorexia nervosa. 
History of Anorexia Nervosa 
Najal reported a case of an eating disorder in the ninth century. 
The afflicted individual, named a-Mu'tazzbillah, was a teenage prince and 
the son of a religous and political leader of the Islamic empire. The 
illness started with a fever accompanied by a refusal to ingest medicine 
or nourishment. During his refusal to eat, a-Mu'tazzbillah conversed and 
joked with physicians and visitors. The abstinence lasted so long that 
his father consulted with many physicians in search of a cure. Finally, a 
distinguished Syrian physician succeeded in getting the young prince to 
take nourishment by reinforcing him for doing so. The physician had some 
fine robes that the prince longed for. The prince started eating in 
INTRODUCTION 
Problem Statement 
Anorexia nervosa is a psychiatric diagnosis that by definition 
occurs in the absence of any other physical or psychiatric illness. 
However, some physical disorders may present clinical characteristics 
which are similar to those of anorexia nervosa. In either event, it is 
difficult to determine the role that psychopathology and pathophysiology 
play when a patient exhibits symptoms of anorexia nervosa. Such cases may 
be very misleading to health care professionals in their attempts to 
assess, diagnose, and treat patients who present these illnesses. 
In this project, common characteristics of typical cases of 
anorexia nervosa were outlined in four categories. The categories 
included: incidence, altered perceptions, physiology and family dynamics. 
A chart review was presented of three children who were initially 
diagnosed with anorexia nervosa. Subsequent evaluation of their clinical 
symptoms revealed central nervous system or gastrointestinal disorders 
to which the anorexia was secondary. The way in which the children's 
clinical characteristics were similar and different from typical 
characteristics of anorexia nervosa was addressed. Finally, seven 
indices were identified to use as differential diagnostic tools when 
evaluating individuals who are profoundly undernourished. 
The ultimate goal of health care providers is to mitigate or 
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exchange for the robes and subsequently recovered from his illness. This 
case is an example of the coexistence of psychological and organic 
symptoms commonly found in many illnesses. The Greco-Roman and Arabian 
medicinal traditions shared a psychosomatic perspective which posited 
constant interaction of physical and psychic phenomena, such that the two 
became inseparable. 
Minuchin (1978) reviewed the following historical accounts of 
anorexia nervosa. Richard Morton, an English physician, reported two 
cases of anorexia nervosa in 1689. These cases were characterized by 
weight loss, hyperactivity, and amenorrhea. In 1866, W.W. Gull reported a 
similar case of anorexia nervosa, while E.C. Laseque added reports of 
several cases in France. These physicians felt that the origin of this 
disease was psychological. In 1789, J. Naudeau noted the influence of the 
family on the anorectic individual. Laseque also noted this, reporting in 
1873 that the description of anorectics would be incomplete without 
reference to their home life. He observed that the patient and family 
formed a tightly knit group and suggested that the interplay between them 
must be observed in order to formulate a comprehensive understanding of 
the phenomenon. 
Common Characteristics of Anorexia Nervosa 
The historical accounts describe characteristics of anorexia nervosa 
that are documented in current literature as well. As mentioned earlier, 
there are many schools of thought regarding the definitive diagnostic 
characteristics of anorexia nervosa; however, there is strong agreement 
on some of the salient characteristics. 
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The following traits in the typical profile of anorexia nervosa are 
reviewed: 1) incidence, 2) altered perceptions, 3) physiologic status, 
and 4) family dynamics. 
Incidence. The prevalence of anorexia nervosa seems to be 
increasing, but this may be a result of improved diagnostic skills 
(Maloney & Klykylo, 1983). Some studies (Halmi & Hay, 1974, 1979) report 
that ninety percent of the cases of anorexia nervosa appear in females. 
King (1963) stated he had never seen a case of severe psychogenic 
anorexia nervosa in a male. In their review of the literature, 
Keicott-Glaser and Dixon (1984) stated that the proportion of males to 
females diagnosed with anorexia nervosa ranges from 1:10 to 1:20. In 
1972, Beaumont, Beardwood and Russell reviewed the world literature on 
male anorexia. Their investigation revealed a total of 250 reported cases 
of anorexia nervosa in males. When these males were evaluated according 
to the authors' criteria, all but 25 were eliminated. The authors added 
six additional males that met their diagnostic criteria. Keicott-Glaser 
and Dixon (1984) indicated that other studies including 10 to 13 cases 
have been reported in the literature. Lippe (1983) states that the basis 
for the observed female-to-male predominance remains unexplained at this 
time. It is not known whether the consistent finding that women exhibit 
this illness 10 times more frequently than men is a primary physiologic 
consideration, or reflects social or cultural considerations as well. 
The literature reviewed on anorexia nervosa in males did not address 
the incidence of males initially diagnosed with anorexia nervosa who were 
subsequently found to have physical disorders to which the anorexia 
nervosa was secondary. 
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Altered perceptions. Most typical anorectics exhibit altered 
perceptions regarding their body image and a phobia about gaining weight. 
Many also display depressive features which alter their perception of 
their illness and their desire to recover. 
Anorectics frequently exhibit distorted perceptions of their bodies. 
Even when they are severely emaciated, they do not perceive their figures 
as abnormal and feel they are in immenent danger of becoming obese. Crisp 
(1980) illustrates this altered perception with a diagrammatic 
representation of an anorectic's estimate of her body width. Her 
estimates were more inflated following the ingestion of carbohydrates as 
opposed to ingestion of fat or protein containing the same number of 
calories. It is not uncommon for anorectics to have particularly 
distorted views of carbohydrates. One female anorectic expressed the 
following perceptions of her body. 
I wear my watchstrap very loose on my wrist so that it can 
slide up and down on my arm, because I think that my wrist 
then looks thinner. I feel that walking about silently shows 
that you are less heavy. Therefore I creep about the house, 
and up and down stairs, so that nobody hears me coming, and 
I often give people great frights when I walk into rooms. 
(Crisp, 1980, p. 173). 
Self-imposed starvation is a behavior that has been used throughout 
history by the defenseless. The phobia about gaining weight exhibited by 
most anorectics seems to be rooted in a sense of lack of control. They 
fear that if self-imposed food restrictions are abandonned, they will 
lose control of what they eat and retain. Subsequently, anorectics direct 
much of their energy toward maintaining a sense of control over their 
eating behavior. Prior to the onset of pathologic eating behavior, many 
anorectics have experienced being referred to by others as: chunky, 
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chubby or other inferences of being overweight. 
In one of his books, Crisp (1980) includes drawings done by 
anorectic children. When asked to draw the future, one female patient 
drew a mountain with four successively steep peaks. Each peak had a black 
cloud over it. The patient could only see the future in terms of an 
uphill struggle over these cloud covered peaks. On reaching the summit 
(concretely identifiable as her target weight) she would relapse. Another 
female patient painted her feelings when she reached her target weight. 
She portrayed herself as a small boat on the sea about to be engulfed by 
a gigantic wave. These drawings illustrate the sense of lack of control 
with which anorectics struggle. 
According to Crisp (1980), anorectics organize their behavior and 
lifestyle around their profound preoccupation with food. Much of this 
behavior is very abnormal, but is not recognized as such by the 
anorectic. Anorectics often enjoy preparing food for others but refuse 
to consume any of it. Ritualistic behavior or seemingly irrelevant 
repetitive actions may be observed during the preparation of the meal. 
The anorectic may choose to eat privately in a bedroom, not allowing 
others to observe or be involved in this process. Hoarding and hiding 
food may become habitual. Decreasing intake or vomiting after eating are 
often observed. Most anorectics are restless and engage in physical 
activity whenever possible. They may sleep less than normal and be 
particularly active in the early morning. Many anorectics choose careers 
that require and/or reinforce the maintenance of minimum body weight such 
as athletics, dance, and modeling. 
Many anorectics exhibit symptoms of depression. Depressed 
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individuals typically experience a profound sense of hopelessness and 
helplessness. Therefore, the anorectic may feel hopeless about his or her 
ability to get better. He or she may also experience a sense of 
helplessness about utilizing treatment offered by the health care team. 
One anorectic female recounts her perceptions during the peak of her 
illness while she was in the intensive care unit due to unstable vital 
signs. "When they told me that 9010 of the patients with vital signs like 
mine die, I figured I was the 1% that recovered. I knew these vital signs 
could not kill me. When my father came to visit me, the first thing I 
asked for was a diet soft drink." 
During theraputic movement groups, anorectics have been instructed 
to put their feelings into motion. They have frequently responded by 
curling up into a ball in the corner of the room. Some have stated that 
during the course of their illness, they felt as though they had nothing 
to live for, no purpose in life. 
Hendren (1983) conducted a study in which the cases of 84 patients 
with the diagnosis of anorexia nervosa were evaluated on the basis of 
Research Diagnostic Criteria (RDC) for Major Depressive Disorder and 
Endogenous Major Depressive Disorder. Fifty-six percent of these patients 
met the RDC criteria for major depressive disorder and 35% met the 
criteria for endogenous depression. Although depression has been found to 
be associated with starvation, it was not correlated with severity of 
weight loss in these patients. Therefore, the depression seen in anorexia 
nervosa is not a result of malnutrition. Is anorexia nervosa a varient of 
a major depressive disorder or do the criteria listed in the third 
edition of the Diagnostic and Statistical Manual of Mental Disorders 
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(DSM-III) not adequately differentiate the two diagnoses? Perhaps 
anorexia nervosa and depressive disorders should be diagnosed as one 
illness instead of two. Regardless of the final classification, 
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anorectics frequently exhibit many depressive features including flat 
affect and withdrawal. 
Depressive features are important to identify during evaluation of a 
profoundly emaciated individual. It is also valuable to develop a 
treatment plan that addresses depressed behavior. 
Physiologic characteristics of anorexia nervosa. Upon physical 
exam, undernourished individuals appear emaciated. Their bones are very 
prominent giving them a skeletal appearance. Their clothes are usually 
loose and baggy due to their diminished size, attempts to conceal their 
figures, and cushion their bony prominences. According to Lippe (1983), 
the absolute criteria for what constitutes sufficient weight loss to 
confirm anorexia nervosa varies. Feighner (1972) required a 25% loss of 
body weight for his studies. Patients with less weight loss who exhibited 
other features of anorexia nervosa have been included in many studies. 
Therefore, the physiologic characteristics identified in various studies 
may be derived from patient populations with varying degrees of weight 
loss. When these characterisitics are secondary to the weight loss, they 
may vary in severity accordingly. For example, hypothermia and 
electrolyte imbalances become more severe as weight loss increases. 
Patients with anorexia nervosa frequently do not seek medical 
treatment until considerable weight loss has occurred, and physiologic 
homeostasis is severely disrupted. The following physiologic 
characteristics, reviewed by Maloney and Klykylo (1983), may be found 
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during physical assessment. Physical examination and laboratory studies 
may reveal: hypotension, syncope, hypothermia, dry skin, lanugo hair, 
diminished triceps skin-fold thickness, hypoglycemia, hair loss, 
sensitivity to noise, leukopenia, fatigue, arrhythmia, electrolyte and 
hypothalamic dysfunction, gastric ulcer, hyperactivity, sucrose 
sensitivity, superior mesenteric artery syndrome, and amenorrhea. When a 
patient has lost more than 25% of their premorbid weight, hospitalization 
is usually required to reverse the life-threatening complications which 
result from inadequate nutrition. Lucas (1976) indicates that the 
statistics regarding mortality rates vary from 3.6 to 22%. The 
physiologic cause of death is most commonly cardiac dysfunction. 
Family Dynamics. In King's study (1963) differentiating the 
patterns between primary and secondary anorexia nervosa, he examined 
parental characteristics and the anorectic's attitudes towards their 
parents. The mothers in the primary group tended to be domineering in the 
household and family. They were restrictive and tended to suppress the 
extrafamilial social activities of the anorectic child in late childhood 
and adolescence. Due to their general efficiency, the mothers were held 
in high esteem by neighbors and friends. The fathers in the primary group 
were characteristically passive. 
Some of the girls in the primary group were very emotionally 
dependent on their mothers. In contrast, some bitterly resented their 
mothers, whom they perceived as their primary enemies because of 
interference with every opportunity for emancipation. Some of these girls 
resented their father's failure to shield them from the domineering 
mother. All the characterisitics mentioned were significantly more 
11 
frequent and intense in the primary group when compared to the secondary 
group ( ~ <0.05). 
In the late 1960s, Minuchin (1978) began studying psychosomatic 
families and their family dynamics from the conceptual framework of 
systems theory. Systems theory posits that an individual can only be 
understood within the context of his environment. The interactions that 
exist between an individual and his significant others, particularly the 
family, are critical to understanding the behavior of the individual. 
Through extensive investigation of families whose children suffered 
from diabetes mellitus, asthma, and anorexia nervosa, Minuchin (1978) 
concluded that these families shared psychosomatic features. 
Four cardinal characteristics of psychosomatic families include: 
1) enmeshment, 2) overprotectiveness, 3) rigidity, 4) lack of conflict 
resolution. 
Lagos (1982) summarized the psychosomatic family dynamics that 
Minuchin identified. Interactions take place in enmeshed families in such 
a way that the individual is lost. Togetherness takes precedent over 
privacy. An individual's expression of thought or feeling (and the 
self-definition that this implies) is terminated by interruptions and 
qualifying responses, which may produce doubt within the individual that 
he or she has any separate identity at all. Children may function as 
parents to their own parents or they may be recruited by one parent 
against the other in decision making. This level of involvement of 
children in the parental subsystem is indicative of the poorly defined 
boundaries that characterize enmeshed families. 
The overprotectiveness of psychosomatic families is a salient 
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manifestation of their enmeshed interactions. Family members express much 
concern over each others welfare and are quick to respond protectively to 
even minor signs of distress or anxiety. The children, especially the 
anorectic child, feel profound responsibility for the welfare of the 
family. 
Rigid families are resistant to change. Anorectic families tend to 
perceive themselves as emotionally close and free of problems. This view 
is so important to their collective identity that the ordinary conflicts 
that attend the burgeoning of individuality in an adolescent child become 
a radical threat. This threat is resisted with remarkable tenacity. 
These families have a very low tolerance for conflict. Differences 
among family members are often denied. When members do disagree openly, 
there are frequent shifts in topic or intrusions by third parties which 
give these disagreements a quality of bickering rather than well defined 
conflict. Whether conflicts are avoided or diffused, they are not 
resolved. The result is an accumulation of stress over unresolved 
conflict. 
In psychosomatic families the key factor supporting the particular 
symptom, is the child's involvement in parental conflict. This behavior 
functions to reduce family anxiety by alleviating tension between the 
parents. The symptomatic child may be involved in a variety of 
conflict-avoidance patterns. The three primary patterns of conflict 
avoidance are: 1) triangulation, 2) parent-child coalition, and 3) 
detouring. 
Triangulation involves parents avoiding confronting each other by 
appealing to the child to support their respective positions. This 
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fosters strong parent-child coalitions. In parent-child coalition, the 
child enters a fixed alliance with one parent against the other. When 
detouring is used, the spouse dyad is united and their ~onflicts are set 
aside as they unite in protecting or blaming their sick child. The child 
is seen as the family's only problem. 
According to Minuchin (1978), the family is usually one's first and 
most influential reference group. Everyone's sense of identity depends on 
validation of self by a reference group. This is particularly important 
for children during identity formation. A sense of belonging and autonomy 
is essential for identity development. Family transactions form the 
matrix for psychological growth. 
Families can be divided into subsystems, i.e., parental subsystems, 
sibling subsystems and so forth. Siblings form the first peer group. 
Children take different positions in this constant interplay between 
family subsystems. This process furthers their sense of belonging to a 
group and sense of alternatives and individuation within a system. 
In the enmeshed anorectic family system, children learn to 
subordinate themselves. Minuchin (1978) cited Palazzoli's observation 
that self-sacrifice is revered so highly that any form of self-interest 
is reprehensible. These parents tend to handle their disillusionment with 
one another by assuming a noble, self-sacrificing stance. 
An important concept to understand about these children is that 
their expectation from goals and accomplishments is not competence, but 
approval. They seek love rather than knowledge as the reward for their 
efforts. 
The parental overprotection exhibited by these families retards 
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children's development of autonomy, competence, interests or activities 
outside the safety of the family. These children develop obsessive 
concern for perfection. Other family members observe the anorectic's 
behavior so keenly that it results in hesitance to initiate actions and 
increases dependency on parental approval. Parental punishment induces a 
sense of guilt and shame. According to the developmental theory of 
Erikson (1964), the developmental goals of the toddler are autonomy 
versus shame and doubt, and the goals of a preschooler are initiative 
versus guilt. It appears that the anorectic continually struggles with 
these issues in the family system regardless of age. Anorectics tend to 
overdevelop their interaction skills with adults and underdevelop peer 
interactions. When these individuals reach adolescence, they have 
difficulty seeing themselves as separate from the family. 
The boundaries that separate these families from the outside world 
are strong; however, the boundaries within the family are weak and 
diffuse. Cross~generational boundaries between the nuclear family and the 
family of origin tend to be weak and diffuse as well. 
Case Reports Of Anorexia with Accompanying 
Physical Disorders 
Anorexia nervosa and gastrointestinal pathology. The majority of 
cases of concomitant anorexia and gastrointestinal pathology reported in 
the literature seem to be state-specific symptoms of starvation. In other 
words, the gastrointestinal symptoms were complications of pathologic 
eating behaviors, starving and/or bingeing. 
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Pentlow and Dent (1981) reported acute vascular compression of the 
duodenum in a 21 year old female who had been previously diagnosed with 
anorexia nervosa. Saul, Dekker and Watson (1981) summarized the case 
reports of 12 patients with gastric dilatation and associated psychogenic 
disturbances. There were 11 females and 1 male. The ages of these 
patients ranged from 14-25. All had been previously diagnosed with 
anorexia nervosa except for one diagnosis of psychogenic polyphagia. For 
one patient the gastric dilitation was accompanied by infarction and 
perforation which proved fatal. The rest of the patients recovered with 
appropriate treatment. 
Sours and Vorhaus (1981) reported that superior mesenteric artery 
syndrome can simulate and be a complication of anorexia nervosa. They 
presented a case report of a 17 year old female who experienced this 
syndrome as a complication of anorexia nervosa. She lost 77 pounds in 6 
months, starting at 160 pounds and dropping to 83 pounds at the time of 
her admission to the hospital. Rapid loss of fat alters the angles and 
lines of the arterio-mesenteric stress allowing for occlusion of the 
duodenum. The patient in this case did recover with appropriate 
psychological and physiological treatment. Holt et al (1981) and Saleh 
and Lebwohl (1980) have found patients with anorexia nervosa to exhibit 
delayed gastric emptying. 
No cases were found in the literature in which the anorexia was a 
secondary response to a gastrointestinal disorder. 
Anorexia nervosa and central nervous system pathology. There are 
several reports of brain tumors simulating anorexia, making the diagnosis 
of the brain tumor very difficult. White, Kelley and Dorman (1977) 
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reported that hypothalamic tumors can produce a clinical picture that is 
almost indistinguishable from anorexia nervosa. They presented a case 
report of a 15 year old male who was placed in an adolescent residential 
treatment unit for treatment of anorexia nervosa. His family and social 
history were very suggestive of anorexia nervosa. The clinical 
psychiatric history was compatible with typical anorexia nervosa. There 
was history of maladjustment between the patient and his family. The 
patient also exhibited self-induced vomiting, excessive weight loss, 
depressed mood, manipulative behavior, and passive-aggressive features. 
His initial tumor evaluation was normal. The course of his psychotherapy 
and his family interactions were compatible with a psychogenic 
phenomenon. But 6 months later a hypothalamic glioma was discovered. It 
was successfully removed, which alleviated all anorectic behavior. 
Weller and Weller (1982) reported a 13 year old female who was 
diagnosed with anorexia nervosa by four psychiatrists. She fulfilled the 
DSM-III critera for anorexia nervosa. She exhibited hyperactivity, food 
hoarding, lanugo, bradycardia, lack of onset of menses, marked weight 
loss, distorted body image, self-induced vomiting, and an interest in 
preparing big meals and then not eating anything. Some of her personal 
psychodynamics as well as the family dynamics were typical of an 
anorectic child and family. This patient had a history of 
hemangiopericytoma (a tumor which ar~ses from cells wrapped around 
precapillary arterioles) since age 6, but it was in remission during her 
2 year course of anorexia. She was later diagnosed as having a 
hypothalamic tumor. It is unknown what effect this lesion had on the 
anorectic behavior, but it is likely that they were related. After the 
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tumor was irradiated, the anorexia subsided and a stable weight was 
maintained for several months prior to fatal complications of the tumor. 
Goldney (1978) presented a complex clinical history of a 28 year old 
female who was married and had a 5 year old daughter. This woman had been 
treated for anorexia nervosa and hysterical blindness in the past. Her 
obstetric and gynecologic history included a miscarriage at 22 years old, 
a full-term pregnancy at 23, and a missed abortion at 24 years old which 
involved a curettage. Following this procedure, she experienced 
persistent amenorrhea. Around the time of the missed abortion her weight 
increased from 53 to 75 kg and then decreased in a few months to 48 kg. 
She was diagnosed as having anorexia nervosa by her gynecologist who 
referred her for psychiatric assessment. During the next 3 years she was 
evaluated medically and psychiatrically, but no one knew exactly what to 
make of her case. At age 27, she complained of increasing blindness but 
opthalmic examination found nothing remarkable. At age 28 she was 
referred to a psychiatric hospital. Her physical exam upon admission 
revealed a dull, apathetic, emaciated woman with a few coarse hairs on 
her chin but no lanugo. The consulting endocrinologist felt that the 
results of the thyroid function tests done at this time were consistent 
with her emaciation. An abnormal brain scan was obtained and she was 
transferred to a general hospital. Shortly after transfer, she lost 
conciousness and died 3 weeks later. Autopsy findings revealed the 
presence of a cystic tumor mass projecting from the interpenduncular 
fossa, compressing the optic chiasma and, also, projecting into the 
midbrain region. Histological examination showed a polycystic 
craniopharyngioma. 
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This case is an excellent example of a clinical condition that, 
viewed in retrospect, attains a clarity that was not perceived during the 
day to day course of the illness. Unfortunately in some cases, like this 
one, this clarity is assisted by the results of an autopsy. Such findings 
confirm or discount diagnoses that were made prior to death. 
METHODOLOGY 
The clinical population addressed in this study were all admitted to 
the in-patient psychiatric unit of a 164 bed children's medical center, 
with a presumptive diagnosis of anorexia nervosa. This psychiatric unit 
admits children between the ages of four and seventeen. As this 
descriptive study is retrospective, the inclusion criteria consisted of 
patients that were initially diagnosed with anorexia nervosa or atypical 
eating disorders. In addition, subsequent evaluation revealed the 
presence of underlying physical disorders which were then recognized as 
the primary cause of weight loss and inadequate nutrition. 
RESULTS AND DISCUSSION 
Case AB 
AB was a female who was six years old during her hospitalization. 
Her biological parents had financial difficulty supporting their large 
family. AB was living with a foster family at the time of her admission. 
Altered perceptions. Her chart indicated that she manifested 
delusions about her body size and an intense fear of becoming obese. Her 
mother instilled a "fear of getting fat" into her by making comments such 
as: "If you eat, youlll get fat." She was often spanked for not eating, 
but not required to eat afterwards. 
Family dynamics/history. Both of ABls biologic parents exhibited 
schizophrenic behavior and her mother was mildly mentally retarded. They 
had a history of neglecting their children, who were frequently 
malnourished. Her mother had periodiC violent temper outbursts that 
finally precipitated the removal of the children from the home. AB and 
her siblings were all placed in foster care. ABls biologic parents 
described their family as "close knit.1I It was reported that her biologic 
parents allocated much parental responsibility to the children. 
Physiology. ABs father was average size, her mother was slightly 
obese. AB and her five siblings were all below the third percentile on 
national norms for height and weight. From these projected curves, AB did 
not meet the criteria for a DSM-III diagnosis of anorexia nervosa because 
she had not lost 25% of her body weight. Upon admission to the 
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psychiatric unit, her weight was 13.8 kg and her height was 100 cm. Her 
physical exam was normal except for poor dentition and generalized 
weakness. 
During hospitalization, a pediatric gastroenterologist was 
consulted. An endoscopy revealed distal esophageal inflammation 
characteristic of reflux, and a pH study of the esophagus indicated 
reflux present at night in the prone position. This was treated by 
raising the head of the bed on blocks and administration of appropriate 
doses of Tagamet and Bethanecol. 
Radiologic tests were done. Fluoroscopic and film studies 
demonstrated a normal swallowing mechanism and esophageal peristalsis. 
The esophagus appeared normal. Gastric emptying was normal with no 
evidence of outlet obstruction. The ligament of Treitz was in a normal 
location. Following a physiologic meal, moderate gastroesophageal reflux 
was seen, which could easily account for her failure to thrive. The 
overall impression indicated moderate gastroesophageal reflux. 
A small bowel series was done, and all results were within normal 
limits. An esophagoscopy was performed and an upper gastrointestinal 
barium study was consistent with gastrointestinal reflux. 
AB did not meet DSM-III diagnostic criteria for anorexia nervosa 
because she had not lost 25% of he! body weight. Irwin (1981) states that 
it is questionable whether the DSM-III diagnostic criteria are 
appropriate for younger children. Adipose distribution in prepuberal 
girls differs from that of postpuberal women. A school-age girl of 
average weight has a smaller percentage of total body fat than her 
adolescent counterpart. Therefore, having less total body fat to begin 
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with, the school-age girl will be more emaciated than the adolescent who 
loses an equal percentage of her total body weight. Irwin (1981) 
recommends two revisions for the DSM-III criteria for anorexia nervosa in 
children. The first is to lower the weight loss requirement from 25% to 
15%. Secondly, refusal to maintain adequate hydration should be added to 
the criteria. It is his impression that younger children are more likely 
to generalize their pathological food intake or restriction to fluids as 
well. 
AB exhibited many atypical features of anorexia nervosa. She was six 
years old during her hospitalization. It is unusual for a child this age 
to exhibit anorectic symptoms. 
ABs altered perceptions about her body size and her fear of becoming 
obese seem to have been a result of poverty and poor parenting skills. 
Her parents did not have enough money to feed their large family, 
consequently the children were frequently undernourished. All five 
children were below the third percentile on national norms for height and 
weight. Her mother gave her many mixed messages about eating. 
ABs parents did not exhibit the usual behaviors of a psychosomatic 
family. They both had psychiatric disorders and the primary problem in 
the family was child neglect. Parental behavior in psychosomatic families 
is characteristically overinvolved and overprotective rather than 
neg1ec tfu1. 
Case BC 
Altered perceptions. BC was a twelve year old male during his 
hospitalization. Upon admission and throughout hospitalization, BC 
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verbalized an awareness of "being too thin." When he was asked, "Why are 
you here?" by the admitting nurse, he responded, "because I'm too thin." 
During his psychiatric evaluation when asked why he was in the hospital, 
he responded, "I'm too thin, I haven't always been too thin but I don't 
eat because I have a glob in my throat and the more I eat, the bigger it 
gets." He stated he would like to be able to eat anything and that his 
favorite food was cheesecake. He perceived himself as being sick but 
stated that he had never been sick before. He was somewhat reluctant to 
discuss vomiting after eating, although he claimed that if he ate more 
after vomiting, it usually stayed down. One of his three wishes was that 
the thing in his throat would go away. 
During psychological testing, the sentence completion test revealed 
anxiety and concern about his weight problem (e.g., "I know it's silly 
but I'm afraid of ••• being too thin" and "When I think about my body 
I get worried"). He was given the Childhood Depression Inventory, a 
self-report measure. His responses suggested dysphoric mood, tearfulness, 
difficulty concentrating, sleep and appetite problems, fatigue, concern 
about his appearance and the future. 
Family dynamics/history. BC was the fifth child in a family of ten 
children. The majority of the information exchange between the family and 
the health care team was done by BC's father. The father showed a very 
narrow range of affect and continually tryed to manifest an optimistic 
and positive attitude. 
Seven months prior to BC's admission, his family experienced the 
tragic death of their 2 year old son. BC's younger brother drowned near 
their home while BC and his father were babysitting him. The behavior of 
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BC's family during his hospitalization clearly indicated that they had 
done very little grief work surrounding the loss of their child. His 
mother admitted that since her son's death, she had been quite depressed. 
She stayed at home, did not drive, and had an intense fear of "enclosed 
spaces." She did not attend the majority of the family therapy sessions 
due to this fear. 
One month after the death of his brother, BC's dog was hit by a car 
and killed. Five months after these events, BC's eating behavior changed 
and he began losing weight. This was accompanied by a mood shift. He 
became moody, irritable, and occasionally aggressive with his siblings. 
His father reported that this was a big change for someone who had always 
been "easy going" and the "peacemaker" in the family. During the course 
of the weight loss, BC and his father had some power struggles centered 
around eating. 
BC's family placed a premium on high achievement. His mother was 
described as a perfectionist. She described all of her children as high 
achievers, popular, intellegent, and that they stayed out of trouble. His 
father stated (at the time of BC's admission), "I don't want him to get 
behind and miss his class". The family therapist described this family as 
a very enmeshed system. They also exhibited overprotection and denial. 
The family's genetic and biological history were unremarkable. BCs 
prenatal development and birth were uncomplicated. His developmental 
milestones of childhood were described as normal. One of his 
psychotherapists felt that BC's personality integration may have been 
blocked at the initiative vs. guilt stage. This conflict was represented 
by BC's refusing to eat, mature, and so on. BC related a dream to this 
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therapist, about going to school with his hair uncombed and no shoes on. 
The interpretation of the dream was that it may have reflected some 
difficulty with the developmental stage of autonomy vs. shame and doubt. 
In psychological testing his comments regarding a family drawing 
also suggested an enmeshed family system. BC stated, "I guess Itm special 
because Itm thin." He continued to say that this made him different in a 
"badtl way and that he wished he could learn to eat better. 
BCs mother sat in the car due to her fear of enclosed spaces for the 
majority of the family therapy sessions. When she did join her husband 
and BC in family therapy, the parents discussed worries and sorrow 
regarding BC almost dying. The mother said to BC, tlWe were watching you 
die." BC became tearful and said he did not like himself because of how 
his problem affected them. 
Physiology. BC was initially hospitalized in the intensive care 
unit because of weight loss and electrolyte abnormalities (hypokalemia). 
A presumptive diagnosis of anorexia nervosa was made and he was 
transferred to the psychiatric unit. His physical examination revealed 
that his weight (26 kg) and triceps skinfo1d thickness were each less 
than the 5th percentile, and he exhibited decreased muscle mass. Crackles 
were auscultated in the right middle and posterior lobes of his lungs, 
that cleared with coughing. He frequently made noises in his throat as 
though he was trying to clear it. Laboratory studies were within normal 
limits. BC exhibited many depressive symptoms, for which he was treated 
with antidepressant medication (Imipramine). 
He was started on tube feedings to help him gain weight, but only 
gained 4.5 kg in six weeks. He continued to complain about his chest and 
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occasional shortness of breath. Chest X-rays were done that revealed 
widening of the esophagus. A barium swallow was done revealing distal 
esophageal narrowing which confirmed a diagnosis of esophageal achalasia. 
Therefore, the final diagnosis was Achalasia in retrospect. Psychological 
problems did not have as large a bearing on weight loss as originally 
thought. BC underwent balloon dilatation of the lower esophageal 
sphincter to correct this disorder. He is being followed up by a 
pediatric gastroenterologist for the Achalasia. It was recommended that 
the family continue family therapy on an out-patient basis to work on 
their coping skills and the expectations they place on their children. 
The incidence of psychogenic anorexia nervosa in males is very low. 
BCs perceptions of his physical condition were very clear. He did not 
exhibit any body image distortion, in fact, he was very frightened that 
his emaciation would lead to death and one of his three wishes was to be 
able to "eat right" again. He did not experience food refusal in and of 
itself as pleasurable and did not express fears about gaining weight. 
BC consistently complained of physiologic symptoms that were not 
directly related to inadequate nutrition. He referred to the lump in his 
throat: "I would like to learn to swallow right", "the more I eat, the 
bigger the lump in my throat gets." In retrospect, these were clear 
descriptions of the physical deviation found in Achalasia. 
BC did exhibit psychologic and physiologic traits that were 
characteristic of typical anorexia nervosa. BC's parents exhibited many 
of the dysfunctional behaviors characteristic of parents of anorectic 
children. Their family dynamics were indicative of a typical anorectic 
family; therefore, other features presented by BC had to be examined 
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closely to get to the origin of his illness. 
1 feel that BC's illness functioned as a detour for his family. His 
parents joined together in attending to his needs. In doing so, they 
avoided doing any grief work around the recent death of their two year 
old son. Prior to the discovery of Achalasia, BCts parents were 
contemplating caring for him at home after discharge. They planned to 
have a neighbor who was a nurse tube feed him to maintain his weight. 
This plan was very unrealistic considering he was profoundly emaciated at 
the time and his weight gain in the hospital had been marginal, despite 
tube feedings. 
Even though BC was found to have a physical disorder responsible for 
his weight loss, 1 feel that continued family therapy and psychosocial 
support were essential. His illness was such a functional detour for his 
family that they may have (conciously or unconciously) undermined his 
ability to recover. His prognosis was contingent on continued holistic 
treatment from the health care team. 
Case CD 
Altered perceptions. CD was a seventeen year old male during his 
hospitalization. In reviewing CDs chart, it seems as though his mental 
status was such that he would not have been able to give an informative 
answer regarding his body image. He did not seem to exhibit much self 
awareness about his condition. It was reported that he loved to cook, but 
wouldn't eat what he prepared. 
Family dynamics/history. CD's mother reported that her pregnancy 
with him was a difficult one. She had a kidney infection, but carried him 
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to term and delivered by ceasar ian section. She described CD as a 
healthy, well adjusted child until the time he quit eating. There were 
three other boys in the family, whom the parents described as high 
achievers. The parents reported that they felt close to all their 
children. 
Prior to hospitalization, CD had become increasingly controlling 
with his family members, particularly his mother, although he put the 
whole family into service by not eating. His brothers begged him to eat, 
and the parents begged and forced him to eat. He vomited after every 
meal, so his parents made him eat in the bathtub. As he attempted to 
vomit after eating, his father would turn on the cold water which 
affected the amount he vomited. CDs parents reported that after the onset 
of his illness, his interests waned to watching television with a blanket 
wrapped around him and taking hot baths. He also enjoyed soaking his 
hands and feet in hot water. He had become increasingly noncompliant with 
his mother, swearing at her and refusing to do anything for her. The 
parents felt that they could not trust CD to take any responsibility_ His 
brothers got very upset when CD was aggressive with their mother. They 
were tired of his demands on the family. They felt he was using them to 
do his chores and assume his responsibilities. They wanted the best for 
him, but felt somewhat left out with all the attention the parents 
directed towards CD and his illness. 
The parents were very cooperative with the health care team, and 
exhibited remarkable strength during their son's illness. The father was 
described as a strong, positive thinking person. The mother was described 
as a strong woman who expressed appropriate concern regarding the 
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severity of her son's condition. 
Physiology. Upon admission to the hospital, CD's parents reported 
that he had been losing weight for eighteen months. Prior to the onset of 
weight loss, his weight increased to 114 pounds and he was being referred 
to as "chub" by peers. Over an eighteen month period he lost 49 pounds, 
weighing 65 pounds at the time of his admission to the hospital. During 
the course of this weight loss, his parents had taken him to thirty 
doctors who prescribed a multitude of treatments to prevent weight loss. 
None of them were successful. 
His physical exam upon admission revealed prominent facial bones, 
prominent lanugo hair on chin, loss of subcutaneous tissue and muscle 
wasting. 
Behavior modification was attempted and he was treated as though he 
was suffering from anorexia nervosa. He did not respond to this program 
well. No significant behavior changes were made and weight gain was 
marginal. Tube feedings were initiated and he gained twenty pounds. He 
had to be tube fed to maintain his weight in the mid eighties. He 
tolerated the feedings poorly and would occasionally vomit after a 
feeding. Although his weight improved, his behavior regressed and 
degenerated. He exhibited increasing dementia, confusion, verbal 
abusiveness, gait disturbance, and urinary incontinence. 
A neurological consult was made for re-evaluation of his clinical 
symptoms. A CAT scan and pneumoencephalogram were done. The results 
indicated a probable central nervous system lesion with behavioral 
manifestations. Marked hydrocephalus was detected, particularly of the 
lateral and third ventricles. He exhibited hypopituitarism which was 
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thought to be secondary to pressure on the hypothalamic pituitary axis. A 
possible diagnosis of Hakim's syndrome was made. He was discharged to his 
parents who placed him in an extended care facility where he experienced 
incontinence and frequent falls. He steadily decompensated and died eight 
months later. 
At autopsy , a primary malignant cerebral tumor was identified. The 
tumor was quite widespread and was classified as a supersellar germinoma 
(ectopic pinealoma). This relatively uncommon tumor, because of its 
location, is well known to be able to produce the very complex clinical 
pattern that was seen in this patient. In addition to the extensive 
nature of the tumor, the cerebellum showed rather marked degenerative 
changes, suggesting probable focal infarction as well as chronic hypoxia. 
In addition, the periaqueductal tissue showed an unusual repair response. 
These two changes did not appear to be directly related to the presence 
of the tumor. Their exact etiology is speculative. The remaining findings 
were all ultimately secondary to his primary process. They included: 
hydrocephalus, cachexia, multiple contractures, decubitus ulcers, acute 
bilateral purulent bronchitis, early bronchopneumonia, pulmonary edema, 
chronic passive congestion of the liver with moderate centrolobular 
necrosis, and testicular atrophy. 
Like the other children, CD exhibited many psychologic and 
physiologic characteristics of anorexia nervosa. Regardless of age, 
anorexia nervosa is a rare occurrence in males. He did not experience 
food refusal in and of itself as pleasurable and did not express fears 
about gaining weight. His hospital record indicated that his awareness of 
his physical condition was marginal. He exhibited increasing dementia 
throughout his hospitalization, and due to his deteriorating mental 
status, was not questioned about issues that required much 
self-awareness, like body image. 
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No significant family dysfunction was reported about CD's family. In 
fact, they coped with the progressive degeneration of their son's health 
due to his terminal illness in a highly functional manner. This family 
was not like a typical anorectic family and CD's anorexia, in retrospect, 
was clearly not psychogenic. 
It is speculative as to whether earlier diagnosis of CD's massive, 
malignant brain tumor would have prevented or postponed his death. 
However, even if accurate diagnosis does not change the final outcome of 
an illness, it can prevent the patient from being treated for the wrong 
disease. Had CD been accurately diagnosed earlier, it would have 
eliminated a lot of the frustration he and the health care team 
experienced as they attempted to shape his behavior. 
SUMMARY 
This presentation reviews a variety o'f criteria used to diagnose 
typical cases of anorexia nervosa. Whether an individual is diagnosed as 
anorectic depends on the diagnostic criteria being used. Regardless of 
the etiology of the illness, it has many physical and psychological 
manifestations. Deciding whether these manifestations are psychiatric or 
organic in origin, or both, can be a diagnostic dilemma. The diagnostic 
process that took place with these three children before final diagnoses 
were made illustrates this dilemma. 
The intent of reviewing the hospital records of three children 
presenting atypical cases of anorexia nervosa, was to identify features 
that differentiate typical cases (in which no other psychiatric or 
physical disorder exists) from atypical cases of anorexia nervosa. All 
the children in this study presented many typical and some atypical 
features of anorexia nervosa upon initial assessment; however subsequent 
evaluation revealed primary physiologic disorders to which their 
anorectic symptoms were secondary. 
Cardinal characteristics of typical anorexia nervosa were identified 
in four domains and the same domains were addressed during chart review. 
The four domains included: incidence, altered perceptions, physiology and 
family dynamics. By comparing the typical profile of anorexia nervosa and 
the way these three childrens' histories deviated from the typical 
profile, features were identified that have diagnostic implications. If 
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patients present any of the identified features, further evaluation of 
the illness may need to be done before a final diagnosis is made. 
Many diseases can produce anorectic symptoms. These include 
malabsorption syndrome, regional enteritis, pituitary disease, adrenal 
insufficiency, hypothyroidism, occult malignant processes, tuberculosis, 
and obscure renal disease. If the presenting individual is an adolescent 
male, Klinefelter's syndrome, homocystinuria, and Marfan's syndrome 
should be considered. The three children reviewed in this presentation 
were all eventually diagnosed with primary physiologic disorders to which 
their anorexia was secondary. Throughout their illnesses, they exhibited 
many atypical features of anorexia nervosa. BC and CD were both males. 
Consistent findings illustrate that females are afflicted with anorexia 
nervosa ten times more frequently than males. Therefore, when males 
present anorectic symptoms, evaluators should explore thoroughly for the 
etiology of the symptoms. 
The onset of typical anorexia nervosa is usually during adolescence. 
AB was a female, but was 6 years old during her hospitalization. BC and 
CD were males, ages 12 and 17 respectively. No altered perceptions 
regarding phobic fears of gaining weight, distorted body image, or 
pleasure associated with food refusal were reported in the histories of 
BC or CD. 
All cases manifested some physiologic symptoms that were not 
directly correlated with inadequate nutrition or starvation. AB had 
gastric reflux, BC continually complained of a lump in his throat and CD 
had gait disturbance, incontinence and dementia. 
The families of AB and CD did not manifest the family dynamics 
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characteristic of psychosomatic families. Anorectic families are 
typically overprotective, rigid and enmeshed. AB's parents had all their 
children removed from their home due to child neglect. CD's family did 
not exhibit any of the dysfunctional behavior mentioned. They coped with 
his illness in a very functional way. 
The ways in which these children's symptoms differed from typical 
features of anorexia nervosa can be used as differential diagnostic 
tools. If patients present any of the following features, further 
evaluation may be indicated before a final diagnosis is made. These 
features fall into four categories: incidence, altered perceptions, 
physiology and family dynamics. 
A. Incidence 
1. If the individual is a male, all attempts must be made to rule 
out physiologic disorders. 
2. If the onset of symptoms occurs before age 13 and after 
age 16, organic causes of anorexia must be ruled out. 
B. Altered Perceptions 
1. If a patient does not exhibit any of the following character-
istics: body image distortion, phobia of gaining weight, and food 
refusal in and of itself is not a source of pleasure, the cause 
of his or her anorectic behavior should be thoroughly evaluated. 
C. Physiology 
1. If physiologic symptoms exist that are not a direct result of 
inadequate nutrition, their origin and role in the total clinical 
picture must be determined. 
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D. Family Dynamics 
1. If the family does not function in an enmeshed, overprotective 
and rigid way, it may be a clue that the patient is not suffering 
from psychogenic anorexia nervosa. 
Recommendations 
The major limitation of this study was that case studies offer 
in-depth data at the expense of generalizability. The primary 
recommendation is to conduct the same investigation with a larger sample. 
More information about the characteristics of a larger group of children 
who exhibited atypical eating disorders secondary to physical illness, 




The charts of the subjects selected were reviewed for clinical 
similarities and differences to the literature review of cardinal 
characterisitics of anorexia nervosa identified in this presentation. 
Confidentiality of subjects was insured by assigning them letters (i.e., 
Subject AB, BC, etc.) during data collection. The researcher was the only 
person who had the code to this alphabetical assignment, which was kept 
separate from the data. When material is presented for publication, 
subjects will be identifed by letters only. The design of this research 
project was approved by the human subjects review board of Primary 
Children's Medical Center and by the human subjects review board of the 
University of Utah Medical Center in conjunction with the College of 
Nursing. 
Relevance to Nursing 
In an in-patient mental health facility nurses have many unique 
opportunities to develop theraputic relationships with anorectic 
patients. Crisp (1980) presents a series of drawings done by a male 
anorectic during his hospitalization. In one picture, the boy drew his 
hand breaking a chain. The chain was thought to represent his anorexia 
nervosa. At the time he drew the picture, he was beginning to befriend 
some student nurses who were doing a rotation on his unit. He was showing 
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an interest in their goals and hopes and talking more about himself. His 
specific psychotheraputic relationships were improving as well. Another 
drawing depicted a goblet that had fallen out of his hand from which the 
red wine had been irrevocably spilled. This was drawn just after the 
student nurses had terminated on the unit and he was experiencing an 
acute sense of loss. 
Nurses must not underestimate the theraputic impact they can have 
on patients. However, I do think it is advisable to establish a primary 
nurse for each patient. Primary nursing may enhance the quality of the 
relationship between the patient and the nurse by decreasing the number 
of theraputic relationships each one of them has to engage in. 
The primary nursing model aligns a nurse and patient for the course 
of the hospitalization. The nurse is the consistent advocate for the 
patient and his or her needs. Under a team nursing approach, assignments 
are organized around accomplishing tasks regardless of how it affects the 
patient. 
Marram, Schlegel and Bevis (1974) review a study comparing patient 
satisfaction to primary nursing and team mursing. Eighty five percent of 
the primary patients agreed that nurses give emotional support 
frequently_ Sixty percent of the patients from the team model agreed with 
this statement. Ninety five percent of the primary patients agreed that 
nurses treated patients like special human beings, 51% of the team 
patients agreed. None of the primary patients felt that nurses were too 
concerned with others' perceptions and not with what patient's thought 
they needed. Twenty percent of the team patients agreed with this idea. 
None of the primary patients felt that nurses were more concerned with 
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finishing on time than giving good care. Fifteen percent of the team 
patients felt this was a problem. Twenty eight percent of the primary 
patients felt that nurses spent more time with the patient than with 
other tasks. None of the team patients felt this to be true. 
Nurses have abundant opportunities to gather information about 
patients. This information is often diagnostically valuable. A nurse 
admitted BC to the psychiatric unit. When she asked him why he was there, 
he responded that he was too thin. The fact that he expressed no body 
image distortion was diagnostically valuable. The nurses on the unit were 
the first ones to notice and report CD's gait disturbance. This set in 
motion diagnostic procedures that revealed his central nervous system 
lesion. 
I feel primary nursing allows nurses to be more astute observers. 
When nurses can develop ongoing relationships with a few patients, it is 
easier to be well informed about all aspects of their care and notice any 
changes. 
In order for nurses to utilize their observational skills most 
efficiently, they need to know what to look for. The DSM-III lists 
diagnostic criteria for most mental disorders. Familiarity with DSM-III 
diagnostic criteria for anorexia nervosa would assist nurses in 
differentiating behavior that is characteristic of the disorder and that 
which is atypical. The DSM-III gives operational criteria that allow for 
increased interrater reliability. The more a diagnostic tool like this is 
used, the more data will be collected that can be used to improve its 
validity and reliability. 
Aside from DSM-III criteria, a diagnostic indicator that nurses can 
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assess is whether a patient is responding to a treatment program 
developed for his or her presumed diagnosis. Lack of response to a well 
proven treatment may indicate a need to re-evaluate the diagnosis. CD was 
a good example of this phenomenon. Despite his specialized program for 
anorectics and many forms of therapy (individual, group, family and 
recreational), he did not respond as anorectics usually do. Ongoing lack 
of response to treatment increases staff burn out and frustration. Lack 
of progress is undoubtedly frustrating for the patient as well. 
Consequently, the patient's response to treatment and the staff's level 
of satisfaction regarding the patient's progress may be used as 
diagnostic indicators. 
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